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An unannounced onsite complaint investigation | WH/L}_ TM\!Q Gervads | :
was initiated by the Division of Licensing and WNL‘M :
Protection on 1/20/09, and concluded on 2/10/09. |
The following deficiencies were cited as a result:
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| This REQUIREMENT is not met as evidenced Sian Haa CARATE M i“”
| by:
| Based on record review and staff interview, the |
| facility failed to conduct a significant change in | |
status assessment for one resident (Resident ; '\‘b"&k‘“
| #1). Findings include: 1
e BRI . w [ Siernte L arst thargt |
. Per record review, Resident #1, who is ; -
cognitively impaired, eloped from the facility on e R B et Cerniie R
the night of 12/28/08. Per interview with family oM l'l"a.’b“ oq {.'il'-‘f Basidend # 1 |
members, attempting to elope was a new . i . |
| behavior for this resident and required i The '_“'Lﬁ“""‘*‘_-;ﬁ""*lf'? v
| interventions to assure safety. The current e Wt ] Lol cuacn
assessment written 9/20/08 listed the resident as 3 i i s te
| not having wandering/elopement behaviors, and LA L=l e rn[_‘;i-r:'ti oy =M
| was not updated to reflect current behavior status o} R
| after the elopement. Per interview on 1/20/09 at : vl bheages
3:00 PM, the manager confirmed that a M ndee s cornil e 2 Amnes fdls
significant change in status assessment had not o L O f i b (G POA\Ss b‘_’"’
| been initiated. r%g, T NN AS |
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5.9.¢(2)

Oversee development of a written plan of care for

each resident that is based on abilities and needs

| as identified in the resident assessment. A plan

| of care must describe the care and services

| necessary to assist the resident to maintain
independence and well-being;

| This REQUIREMENT is not met as evidenced
| by:

Based on record review and staff interview, the
| facility failed to assure that a plan of care was
| developed by a nurse based on the abilities and
| needs identified in the resident assessment for
| one resident (Resident #1). Findings include:
|
| 1. Per record review, the facility failed to develop
a written plan of care for Resident #1 who was
admitted to the facility in September 2008. The
resident is cognitively impaired, and needs cueing
assistance for dressing, eating, and hygiene, as
well as one assist for bathing. The resident also
required nursing oversight/monitoring for medical
problems. Per interview on 1/20/09 at 3:00 PM,
the manager confirmed that the nurse did not
oversee the development of a care plan to
describe the care and services provided to this
| resident.
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